
PRN Medication Log Sheet
Long-Term Care Facility
Resident Name: __________________________________

Room/Bed #: _______________

Date of Birth: _______________

Physician: _______________________________

Medication Name: ____________________________________________  Dose: __________  Route: __________

Reason for PRN: _____________________________________________

Date Time Given Dosage Reason Given Effectiveness/Outcome Staff Initials

Staff Signature/Initials:

Date:
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